occipital regions. With bipolar leads the distribution of 10 per second waves was. normal on the right side, but they were only found in the anterior parietal and frontal regions on the left. There was no evidence of any abnormal slow frequencies.
In view of the asymmetrv of normal waves it was concluded that there was a considerable area of cortex absent from the left posterior parietal and occipital regions. The absence of abnormal slo-waves suggested a quiescent lesion with no active cortical destruction. Porencephaly was postulated. (Figs. 2 and 3.) Encephalography (21.3.39) showed a very large cyst, appearing to be an expansion of the posterior horn of the left lateral ventricle, which extended up to the calvarium over the posterior parietal and occipital regions.
A diagnosis of poreneephaly was made. He was treated with luminal gr. i b.d.
Discussion.-Dr. \VrILLIAuIs, in reply to the President, wNho asked whether this was the first case in which porencephaly had been diagnosed in this manner, said that he had had two others,. but both those showed abnormal slow waves, which were absent in the case presented.
As the electro-encephalogram did not reveal any evidence of activ-e cortical destruction in the form of abnormally slow waves it was probable that the progressive field defect was due to alteration in the optic radiation, caused by the proximity of the xentricular communication of the cyst, which lay immediately oxer it.
Dr. DOUGLAS McALPINE said that he had had a similar case in a young woman who had had multiple birth injuries. She showed right hemiplegic signs and a left homonymous hemianopia The encephalogram showed the same features as in the present case, namely a hugely dilated right occipital horn. As medical treatment failed to control the fits, he asked Professor Cairns to see the case with him. At operation the occipital cortex appeared very much thinned and atrophic. A portion of this was excised, leaving an open v-entricle. Histologically the area removed showed intensive gliosis with very few normal nerve-cells. The attacks ceased for about two months and then reappeared, as might hav-e been expected. If the cortex in the case now presented was at all the same as in his owNn, it was very interesting that there should be electrical potentials at all-
R.I., a married man aged 62, was admitted to St. Thomas's Hospital in December 1938, with a six wreeks' history of weakness of the right leg. The patient's past health had been good, except that two years ago, after an attack of influenza, he noticed a transitory weakness of the right leg which cleared up in a few weeks.
Family history.-One son died of pulmonary tuberculosis in 1937; otherwise negative.
History of present condition.-Six weeks before admission, patient had a febrile illness, thought to be influenza, which necessitated his being in bed for three weeks. On getting up, he found that his right leg was weak. He also noticed twitching of the muscles of both legs and of the left arm, and some frequency and precipiftoe of micturition. At the same time some numbness was noticed in the right leg.
His only other symptom was the loss of approximately 1 st. in weight during the course of the past year.
On examination.-Fairly healthy-looking man with normal temperature, pulse and respiration rate. Tongue clean; teeth defective; tonsils enlarged and red. No pallor of mucous membranes or other clinical evidence of anaemia. Generalized enlargement of superficial lymph-glands in neck, axillae, and groins. Glands small, rubbery, freely movable, and quite painless. Spleen palpable about 2 in. below costal margin but no enlargement of liver; no abdominal lymph-glands felt. Chest: Impaired movement and percussion note at right apex with occasional post-tussive crepitations. ElsewThere lungs normal. Cardiovascular system normal-Central nervous system: Cranial nerve functions normal. Tone and power of upper limbs normal. No muscular wasting but diffuse fibrillary tremors noticeable in all muscles of both arms. No weakness of muscles of trunk but legs showed mild spastic weakness, much more marked on right side, with clonus. Fibrillary tremoi seen in muscles of both lower limbs. Tendon reflexes in arms much exaggerated; abdominal reflexes absent; knee and ankle jerks much exaggerated, especially on right side; plantar responses extensor on right and flexor on left. No disturbance of sensation found. Some tenderness at percussion of loNwer part of thoracic spine but no deformity seen.
Cerebrospinal fluid: Normal pressure. wTith a nine months' history of progressive weakness of the legs and difficulty in micturition. Apart from rheumatic fever at the age of 25 his past health had been good and he had never suffered from any form of venereal disease or previous nervous symptoms. Family history negative. Early in 1938 he noticed a gradually increasing weakness of both legs, es-pecially the right. A feeling of niumbness, beginning in the feet, gradually spread up to the level of the umbilicus. Delay and occasional precipitance of micturition and increasing constipation developed with intermittent frontal headaches and some shortness of breath on exertion. He was not aware of any change in the shape or size of his head or alteration in any of his bones.
On examination.-General condition healthy for age; no obvious bony deformity. Central nervous systemi: Cranial nerve functions normal. Motor system: The upper limbs were entirely normal but he wvas unable to sit up without the use of his arms and, on attempting to do so, there was slight upward shift of the umbilicus. Moderate degree of spasticity in both legs with corresponding weakness of flexor groups, particularly in proximlal parts of limbs. Some wasting of quadriceps on both sides. Tendon reflexes in uipper limbs normal. Abdominal reflexes absent.
Knee-jerks much accentuated, particularly on right ; ankle-jerks absent. Both plantar responses extensor. All forms of cutaneous sensibility, vibration sense, and sense of position diminished in lower limbs and upon lower part of trunk. Upper level of sensory disturbance not clear-cut but extended from approximately 8th to 5th dorsal segments, level for light touch being higher than that of pin-prick.
Cardiovascular system: Pulse firm and irregular owing to numerous extrasystoles.
Peripheral arteries thickenied. Although apex beat could not be felt, area of cardiac dulness indicated enlarged left ventricle. Heart sounds poor; blood-pressure 230/150. Lungs: Signs of emphysema, and chronic bronchitis. Abdominal organs normal. Urine: Appreciable trace of albumin. Skeleton: No definite abnormality on clinical examination.
